Nourse: Endothelioma of the Ethmoid regard to the latency of some malignant growths of the larynx, he had recently to deal with a case which Mr. Butlin, Sir Felix Semon, and himself had been seeing at intervals for seven years. There was a little thickening of one vocal cord, and nobody seemed inclined to commit himself as to its real nature. The patient was an old man, and some months ago, as he began to get more hoarse, the larynx was opened and the growth was found to be typical epithelioma.
regard to the latency of some malignant growths of the larynx, he had recently to deal with a case which Mr. Butlin, Sir Felix Semon, and himself had been seeing at intervals for seven years. There was a little thickening of one vocal cord, and nobody seemed inclined to commit himself as to its real nature. The patient was an old man, and some months ago, as he began to get more hoarse, the larynx was opened and the growth was found to be typical epithelioma.
Dr. STCLAIR THOMSON said that in the American Laryngological Association's records there was a case which was watched for twelve years,' in which the cord presented the appearance of a field of wheat which had been snowed on. That case passed through several hands in New York, and finally came to operation, when it was found to be a slow-growing intrinsic epithelioma.
The PRESIDENT suggested that the condition of the glands almost clinched the diagnosis.
Dr. WATSON WILLIAMS, in reply, said it appeared from the discussion that there was not much he ought to have done which he had not done. Mr. Tilley's useful suggestion was safeguarded by the remark that he would do it if ulceration were discovered. He (Dr. Watson Williams) had not found any ulceration; and he said that, although there was a great temptation to remove a portion for diagnostic purposes, unless one were prepared to operate it would be bad practice. And if it were malignant he would not operate, as such an extensive operation as alone could be successful would be bad practice at the patient's age. The glands in the neck had slightly enlarged lately, but he did not think the growth in the larynx was any larger than it was eighteen months ago. I Harmon Smith, Trans. Amer. Laryng. Assoc., New York, 1909, p. 79. A Case of Endothelioma of the Ethmoid. By CHICHELE NOURSE, F.R.C.S.Ed. WHEN first seen in October last the patient, a well-nourished woman aged 29, complained of complete obstruction of the right nostril, with yellowish and bloody discharge, but no pain. The nasal septum was deflected to the left, and the right nostril blocked by a smooth red swelling, which seemed to be the much-enlarged inferior turbinal. Eighteen months before, some slight intranasal operation had been performed elsewhere with temporary relief; prior to that the nostril had been stuffy for two years. After an unsuccessful attempt to remove the growth with a turbinotome, the nostril was partly cleared with forceps. The growth was friable and not very vascular. Specimens were handed to Dr. Wingrave, who reported that it was an endothelioma. The right antrum was absolutely dark on transillumination. In puncturing through the nasal wall no bone was encountered. The antrum contained no fluid.
The operation was performed on December 16. After a preliminary laryngotomy, a flap consisting of the soft parts of the cheek and upper lip was turned outwards as for excision of the superior maxilla. The maxillary antrum was then opened through the anterior wall and the ascending process of the superior maxilla and a part of the nasal bone removed, so as to effect a complete exposure of the right nasal fossa and of the antral cavity. The antrum contained polypi and an irregularly thickened fleshy lining, which was easily detached from the bone, leaving a roughened surface. The bony inner wall had almost disappeared.
Parts of the anterior, posterior, and orbital walls were much thinned. There was no bulging. The superior nasal fossa was unaffected. A pedunculated mass, the size of a small walnut (weighing 18 grm. after removal), projected into the middle fossa from the anterior part of the ethmoid; its attachment was surrounded by a cluster of small prominences on the thickened mucous membrane. From this point downwards the whole mucous lining of the outer wall and floor of the right nasal fossa was thick and uneven. The partition between the antrum and the nose consisted, except at its edges, of a fleshy curtain without bone. The whole of the diseased tissue was stripped from the nose and the antral cavity, leaving the bone bare, except where parts of the thin bone came away with the growth. The thin bone of the posterior antral wall gave way, and the fat in the zygomatic fossa was exposed. The nasal duct was divided close to the lachrymal sac, and removed with the tissue in which it was involved. The middle turbinal body, though apparently unaffected, was removed. Chloride-of-zinc solution was applied to the cavity, the antrum was lightly plugged with gauze, and the wound closed with sutures. Healing took place rapidly. There was some cedema of the cheek and eyelid for about a week. The present condition of the patient is satisfactory.
Dr. Wyatt Wingrave's report is as follows: " The growth consists of rods of cells, similar to endothelium, of varying size, separated by a stroma of colloid-looking substance containing a few fixed connectivetissue cells and plasma cells. In the more developed regions the stroma is scanty or absent, endothelium being predominant; while, in the intermediate stage, alveolation is well marked. Where the cylindrical arrangement prevails there is a distinct lumen filled with colloid substance, having the appearance of thyroid gland, but unlike the latter, not giving the thionin reaction, but selecting acid stain. Many of the sections show a boundary of dense fibrous tissue, but there is no definite and regular capsule. In parts the bone is involved, with considerable involvement of the periosteuni. The individual cells are fusiform or circular according to the axis of section. The nuclei are oval, containing very small karyocytes. Here and there heteromitoses are seen. Their cytoplasmn is clear. The middle turbinal proves to be invaded by new growth. In the antral lining a small amount of lymphocytic infiltration is present, with clusters of plasma cells, and elongation of gland ducts, lined with palisade epithelium; therefore most of the thickening is due to prolonged inflammation." 
DISCUSSION.
Mr. STUART-Low said the result was apparently very satisfactory, as the disease had evidently all been removed, and there appeared to be no likelihood of any recurrence of the symptoms. He had assisted Mr. Nourse in a similar case some time ago, in which the final result was also very good. Mr. Stuart-Low had recently had two cases, also in females, in whom it was of paramount importance not to produce any facial blemish. To avoid this he had performed a modification of Jensen's method for the radical antral operation. The buccolabial fold was very freely incised from the incisor fossa backwards, and the nasal cartilages and cheek forcibly retracted towards the eye of the same side with powerful retractors. The anterior antral wall was almost entirely removed, including part of the ascending process of the superior maxillary bone. This gave exceedingly good access to the nasal cavity and easily allowed the most remote portions of the tumour-a columnar-celled epithelioma-to be thoroughly cleaned out. The result in both instances had been most gratifying, as not only was the malignant growth eradicated without recurrence, and six months had elapsed since the operation, but there was no mark nor any deformity whatever on the face.
Dr. WATSON WILLIAMS desired to congratulate Mr. Nourse on the complete success of the case; but where malignant disease involved the ethmoidal region one could not speak with certainty until the case had been under observation a considerable time. He would have approached the case by the osteoplastic method, which he adopted in a case of malignant growth involving the septum as well as the ethmoid cells high up. He showed the case before the Section about a year ago, and illustrated the operation.! Making an osteoplastic flap on the side of the nose and turning it on a hinge, so as to expose the whole area of the nose on that side, had the advantage of giving very free exposure and leaving no noticeable cicatrices. It was the facial incisions which caused the deformity in Mr. Nourse's operation, but, of course, such deformity was nothing compared with the effectual removal of the growth. In such a case he thought one ought not to attempt intranasal operations.
Dr. PEGLER said the type of endothelioma which was here shown seemed to him to correspond with the growths well known as occurring in the soft palate and also in the parotid gland. This was the first case, so far as he was aware, that had been brought before the Section, which had started from the middle turbinal.
Dr. SCANES SPICER said he had had several cases of antral and ethmoidal tumours which were said to be alveolar sarcomata, and to be malignant, by the histologists. One such case fifteen years ago, who was said to have had malignant sarcoma, was well now, there having been' a scraping out of the whole disease through the bucco-antral wall and the nose. He asked whether Mr. Nourse had considered the intranasal and bucco-antral operation in the case. There was a decided scar on the nose, and the patient was aged 29, so that, if possible-and there were no strong contra-indications-he would have preferred to try an internal operation first. We wanted further definition and information from the histological standpoint. Personally, he was not inclined to do a radical external operation simply on the strength of the histologist finding endothelioma or alveolar sarcoma. Many such cases did not recur after thorough removal and permanent drainage, and clinically were not malignant.
' Proc. Roy. Soc. Med., 1908, i (Laryngol. Sect.), p. 116.
Dr. JOBSON HORNE agreed with Dr. Scanes Spicer that there was no form of growth which lent itself more readily to two opinions than such a one as the present. As there was not a specimen of such a growth in the cabinet of microscopic specimens from this Section of the Society, it would be a great help to the Section if the specimens from the case which Mr. Nourse had exhibited could be thoroughly examined, and if the Morbid Growths Committee were allowed to cut their own sections.
Mr. HERBERT TILLEY said reference had been made to the question of the advisability of removing a growth of the kind from the outside or from within. The most excellent method of getting a lot of room for the combined maxillary and ethmoidal operation was an extension of Denker's operation for dealing with chronic maxillary suppuration. In order to turn up the soft parts from the anterior antral wall it is necessary that the patient's mouth be closed, and this will render the maintenance of general amnesthesia a difficulty. To obviate this a laryngotomy s-hould be performed and a sponge inserted above the larynx. An incision .is then made in the gingivo-labial fold from one malar process to the other, the soft parts pushed upwards, and the ascending process of the superior maxillary bone removed as well as the anterior antral wall. Free access is thus gained to the nasal cavity, and, on replacing the facial tissues, immediate union of the soft parts usually occurs and no external scar is necessary.
Dr. LAMBERT LACK desired to support Mr. Tilley's remarks concerning Rouge's operation, and especially to emphasize the necessity of a preliminary laryngotomy. He had also tried Dr. Watson Williams' operation, and would be inclined to say generally that if the growth came from the floor of the nose, the inferior turbinate, or the outer wall or antrum, he would do Rouge's operation; whilst if it arose from the ethmoidal region, it was better to get direct access by Dr. Watson Williams' method, which left remarkably little scarring.
Dr. STCLAIR THOMSON said he was hoping that Dr. Lack would have mentioned some cases which he showed of malignant growths removed endonasally without there being any recurrence for several years. They were shown at the same time as Dr. Bond's case of an old man, which went on for years with removal of recurrences and glands from the neck. That old man was on hand at Golden Square for some years. (Dr. Lack intimated that recurrence took place in two years.) Dr. WILLIAM HILL said the only time he had had a nasal endothelioma operated upon by Rouge's method he regretted it. The pathologist reported it to be highly malignant. Thp whole thing was very successfully removed by a surgical colleague, but it quickly recurred. The patient was very old, and on that account a further operation was refused. He (Dr. Hill) snared and curetted him under an anaesthetic on two occasions-one side on each. The whole condition cleared up, and it had not recurred to any extent. Two years ' Proc. Laryngol. Soc. Lond., 1895-6, iii, p. 88, and 1896-7, iv, p. 4. later he died, when aged 78. In that case Rouge's operation proved to have been quite unnecessary. In cases of endothelioma he did not believe in the microscope as a sure and certain guide to clinical malignancy. Some of them cleared up under " neoformans " injections and under radium, others after removal per vias naturales by simple measures. The degree of malignancy in these cases could not be gauged by macroscopic nor by microscopic appearances in his experience.
Dr. DAN McKENZIE said it was a question whether one should approach the field intranasally, through the upper lip, or through the external parts. The present discussion on the point had not clarified his own ideas very much. A paper had recently appeared by Dr. Price-Brown, who had been treating sarcoma intranasally by means of the galvano-cautery and snare, and apparently with considerable success.
Mr. NOURSE, in reply, said he had considered the various modes of access to the growth, and decided it was situated too high in the nose to be satisfactorily reached by any other route than an external operation. It seemed to him that one of the most interesting parts of the case was the histological character of the tumour. The operation was performed only three weeks ago, and in a few weeks the external scar would be much less visible; there was still some inflammatory exudation in the flap. In answer to Dr. Horne's suggestion, he believed Dr. Wingrave bad still a piece of the tumour uncut, and, if so, it was at the service of the Section. Specific Ulceration of the Lower Lip, Inside of the Cheek, and Tongue. By CHICHELE NOURSE, F.R.C.S.Ed. THE patient, a young man, aged 22, was first seen on November 30 last, when he complained of soreness of the mouth and tongue, which had troubled him for about a month. On the inside of the lower lip and on the buccal surfaces of the cheeks were patches of superficial ulceration with whitish raised surfaces, looking like mucous patches. There was also a small ulcer of a similar character on the right border of the tongue. No history of syphilis could then be obtained, nor were any signs of past or present specific disease to be found elsewhere, but now the patient admits that he had a sore eighteen months ago. The ulcers are now smaller, and slightly changed in appearance; they are still very painful.
